Aim: The purpose of this study was to explore data concerning subjective theories, personal resources, and recommendations for counseling changes in people with diabetes mellitus from different Russian-speaking nationalities. Russian-speaking immigrants and Russian Germans may require a different type of diabetes education to native inhabitants. Design: A literature review of subjective theories of illness, personal resources, and recommendations for counseling was conducted. Methods: Literature published since 2009 was searched, including qualitative and quantitative studies. Data were found for Jewish and Russian-speaking immigrants with diabetes mellitus, but not for Russian Germans. The scope of the search was, therefore, widened. Literature on general loci of control, health beliefs, and diabetes education was included. Results: Seventeen articles were identified. These studies discussed health beliefs and behaviors, including externalized attribution of causes, and internalized locus of control. Homeopathic and natural therapies were generally preferred over other medications. However, socioeconomic status, level of education, and external circumstances in the country of origin were more important than differentiation by nationality. Conclusion: Therapists require knowledge of the living conditions in immigrants' country of origin to inform their provision of medical advice. Immigrants' general level of education, socioeconomic status, and previous living conditions are also important.
Introduction
.3% of all foreigners living in Germany were from the successor states of the former Soviet Union (own calculation by: Statistisches Bundesamt, 2012) . As the variety of nationalities is difficult to comprehend, this article focuses on the largest groups, comprising Russian Germans, and Jewish immigrants, and their family members (mainly citizens of their countries of origin). Since 1990, about 2.5 million Russian Germans have immigrated to Germany, and have been known as "repatriates" since 1993 (Bundeszentrale für politische Bildung, 2012) . The Federal Expellees Act (1953, reworded 2013) describes these repatriates as "ethnic Germans from the successor states of the former Soviet Union who have established residence in Germany by way of a special admissions procedure" (Bundesministerium der Justiz, 2013) .
In their country of origin, these repatriates are referred to as "Russian Germans" (a transliteration of Российские немцы). Since the fall communism, Germans from Russia have also emigrated to the United States, and Canada. They refer to themselves as Germans from Russia, Volga Germans or Black Sea Germans (Stumpp et al., 1986) . Germany has ranked above the United States and Israel as an immigration destination for Jewish immigrants from the former Soviet Union since 2002 (Tempel, 2006) . Initially, in an effort to revitalize Jewish communities in Germany, admissions to Germany were unlimited in terms of length of stay and number of immigrants. However, Jewish immigrants must now apply for entry according to the Residence Act (Bundesministerium des Inneren, 2009) . By 2011, approximately 205,000 Jewish immigrants had settled in Germany. Immigration to Germany requires formal verification of Jewish nationality, and recorded membership of a Jewish community in Germany (Bundesamt für Migration und Flüchtlinge, 2013) . The predominant countries of origin of these Jewish immigrants are the Russian Federation, Ukraine, Kyrgyzstan, and Kazakhstan (Bundesamt für Migration und Flüchtlinge, 2013) . Accordingly, Jewish and Russian German immigrants' family members come from various nationalities of the former Soviet Union. Epidemiological data for Russian-speaking immigrants and Russian Germans are difficult to interpret. The International Diabetes Federation reports that the prevalence of diabetes mellitus in the countries of origin of Russian-speaking immigrants ranges from 2.87% (Ukraine) to 9.74% (Russia). However, these data were reported by those countries, and may reflect the poorly developed Russian medical system. In New York state, where Russian speakers are one of the largest immigrant groups, the prevalence of diabetes among Russianspeaking immigrants aged 40 years and older was 16.9% (95% confidence interval, 14.6-19.3% (Hosler, Melnik, Spence, 2004) . In Germany, a higher prevalence of diabetes was reported in Jewish immigrants (6.5%) compared with native Germans (5.1%), and ethnic German repatriates (2.5%). However, these data were based on participants' selfreports. The significantly lower prevalence of diabetes in Russian Germans might be attributable to a significantly lower mean age (Tselmin et al., 2007) . In Germany, regulations for therapeutic options are explained in disease management programs; an inherent aspect of these regulations for diabetes mellitus is education and counseling. Training programs for German people affected by diabetes mellitus accredited by the Federal Insurance Office (Bundesversicherungsamt) have been evaluated. These programs are available in German for all insured immigrants. Dedicated therapists developed Russian language training materials, which helped with the content design, but did not clarify the psychological and pedagogical-didactic strategies required for consultations with Russian-speaking immigrants and repatriates.
Aim
Based on this knowledge gap, the present authors developed two research questions: We searched for answers to these questions through an analysis of relevant national and international literature.
Methods

Design
Review -literature review.
Eligibility criteria
Selection criteria were based on the research questions. As the present authors had researched this topic for a previous publication (Simolka, 2011) 
Explanation of key terms
Health beliefs, behavioral changes, and adherence to medical advice depend on underlying cognitive mechanisms. We used key terms as defined by the common-sense model of illness (Leventhal, Diefenbach, Leventhal, 1992 ) the theory of selfefficacy (Bandura, 1977) , and social-learning theory (Rotter, 1966) .
Subjective theories of illness
From a biomedical view of health, the dichotomy between the terms "health" and "disease" has failed as a way of managing chronic diseases (Antonovsky, 1997; Franke, 2008) . Phenomenological models consider diseases from different perspectives, and explicitly reflect the views of the affected people, particularly with regard to the situation of immigrants (Kleinman, Benson, 2006) .
Self-management
Self-management refers to the development and use of patients' own healthcare skills as an important element in the treatment of diabetes mellitus (Brod, Heurtin-Roberts, Francisco, 1992; International Diabetes Federation, 2015 may support the treatment of chronic diseases (Schwarzer, 2004) . 
Search
Study selection and data analyses
In total, 14 studies relating to the research questions concerning Jewish immigrants and Russian-speaking immigrants were found. As no relevant literature for Russian Germans with the above-mentioned limitations was found, the scope of the search was widened. Three studies included general information on coping with illness, personal resources, and possible recommendations regarding consultations. However, these studies did not discuss diabetes mellitus. The selection process is shown in figure 1 , and was in accordance with PRISMA recommendations.
Scheme 1 Study Flow -recommendation PRISMA
Literature appraisal criteria
Qualitative studies were assessed using the "Enhancing transparency in reporting the synthesis of qualitative research (ENTREQ)" questionnaire (Tong et al., 2012) . The ENTREQ assesses the plausibility of the scientific questions, the explanation of the qualitative design, the literature search before investigation, the description of participants, the detailed description by method of analysis, the saturation of data, and the comprehensibility of findings.
Results
Tables 1-4 present a detailed list, and description of the focus of the selected studies. 
Subjective theories of illness
Franke (2008) describes the acceptance of the phenomenon of "sick" or "healthy" according to existing cultural development. A patient's locus of control with regard to health plays an important role in their adherence to, and cooperation with, therapy. An internalized belief of control means that patients expect a health event to be a consequence of their own behavior, whereas an externalized belief means they consider the result as beyond their control (Rotter, 1966) .
The causal attribution of Jewish immigrants appeared to be more externalized. They considered the stress of family situations, external living conditions, the Chernobyl disaster, and the latent anti-Semitism in their country of origin as triggers for diabetes mellitus (Simolka, 2011) . Therefore, diabetes mellitus was given secondary relevance and removed from their personal sphere of influence (Simolka, 2011) ; their life circumstances were considered worse than the disease. A study by Van Son and Gileff (2013) reported that Russian-speaking immigrants showed little understanding of the physiological functions of their bodies. Their knowledge was unchanged from that of their ancestors. They attributed chronic diseases to externalized causes such as advanced age, serious hardship, or extreme weather conditions, and gave preference to homeopathic and herbal remedies as "God-given" therapies (Van Son, Gileff, 2013) . In a literature review, Pasumansky reported that many immigrants from the former Soviet Union had experienced high psychological stress, both in their former lives and after immigration (Pasumansky, 2012) . Many immigrants also considered stress to be a major risk factor for diabetes mellitus (Pasumansky, 2012) . Another study found that Russian-speaking women reported more global-holistic symptoms of diabetes than non-immigrant women (Barko et al., 2011).
They described their symptoms as feelings, or an inability to perform activities of daily living. Compared with non-immigrants, they reported more physical complaints (e.g., back pain, tiredness, things floating in their eyes), but none of the study participants verbalized these symptoms as signs of hyper-or hypoglycemia (Barko et al., 2011) . Similarly, repatriates attributed disease to external causes, but referred to chronic diseases in general, rather than diabetes specifically. They mentioned heredity, neglect by others, and environmental causes (Wittig et al., 2003) , and seemed to act on an internalized conviction of their ability to control their disease. They retained responsibility for their own treatment. Repatriates "organized" their treatment outside the usual centers in their home country, even after emigration. They divided their health conditions into "serious" illnesses that were treated by doctors, and "mild" illnesses that were treated with lay medical knowledge, often learned from their mothers (Wittig et al., 2003) . Aronson described the relationship of identity to health beliefs and help-seeking practices in her doctoral thesis (Aronson, 2011a), but did not discuss diabetes mellitus. However, she distinguished educational and socioeconomic factors and the areas of study participants' origin in her investigation of nationalities (Russian Jews or Russian Germans). She found three categories of help-seekers. First, a "privileged" [sic] group comprising urban, secondgeneration intelligentsia (most Jewish immigrants), had a broad approach and private informal networks, including highly qualified medical professionals from their parents' generation, who were able to act as institutional gatekeepers. This group's proactive health beliefs were expressed by the concepts "being cultured" and "Westernization". In terms of health behavior and practices, Westernization reflects a perception of healthy living or nutrition and high culture. Second, a "fragmentally empowered" [sic] group comprising people living in urban areas (often Russian Germans). Within one generation, this group moved from a rural to an urban setting, and achieved socioeconomic advancement. Their networks were less extensive than the privileged group, and included people with a lower level of medical education. Their main help-seeking strategies were proactive, and centered on medical institutions as official pathways, but they were often unable to find the necessary resources.
Some developed an individual understanding of health and control over health, but others neglected medical therapies, or experienced disappointment with care. Finally, there was a "disadvantaged" [sic] group comprising people from a rural area (in Aronson's investigation they were, without exception, Russian Germans). Their education was more practical (skilled and unskilled), and their networks were limited to access to institutionalized medical care. Medical knowledge was considered the domain of women; women allocated health and medical resources, proactively sought medical information, and made choices about nutrition (Aronson, 2011a) . In this group, a doctor was consulted only when disease was severe (Wittig, Merbach, 2004) .
Personal resources
Cockerham describes the so called "Homo sovieticus" (Sinowjew, 1978) created by the totalitarian system of the Soviet Union. Characteristics of this type of person were a negative lifestyle, including alcoholism, excessive cigarette smoking, infrequent use of healthcare, and other health-risk behaviours (Cockerham, Snead, Dewaal, 2002) . Aronson contradicts the generalization of "homo sovieticus" as being passive, particularly in relation to healthcare. Jewish immigrants tend to have a high level of education, come from urban areas, and consciously separate themselves from the perceived "uncultured" lifestyle of the people of their country of origin. Their knowledge of alternative medicine was similar to that of their country of origin, although related literature was difficult to obtain (Aronson, 2011a). However, people with high levels of education who were formerly disadvantaged, and later empowered, tended to conceptualize and adapt their individual behavior (Aronson, 2011a (Aronson, , 2011b . Being self-motivated, and showing an optimistic attitude, were perceived as positive ways of coping (Barko et al., 2011) . Another study found that women from Ukraine, Russia, and Kazakhstan (referred to as "Slavic immigrants"), reported adopting a controlled diet with less fat and sugar, and more fruit and vegetables; which was a change to their previous diet. However, this study had several limitations, as it used a convenience sample, and questions were directly related to diabetes education. It might be possible that participants simply repeated the content of counseling, rather than their own behavior. In addition, the study only included women (Shultz, Corbett, Allen, 2009 ). Most repatriates came from rural areas, and were less well-educated because of the environment of political stigma and discrimination. Their understanding of survival in a restrictive system was conceptualized as "home-grown vegetables", and "harvesting and eating together" (Aronson, 2011b) . Two of the selected studies noted that repatriates perceived the German healthcare system as a great opportunity to restore their health (Kirkcaldy et al., 2005 (Kirkcaldy et al., , 2007 . However, both articles reported on the same investigation and study participants.
Social environment
Barko et al. reported on barriers to diabetes control for Russian-speaking immigrants in the Unites States, including low formal levels of education, low income, and poor self-management skills. They described this as a problem for under-insured people in the United States (Barko et al., 2011) . Social and financial burdens were also described in successor states of the former Soviet Union. Care was highly medicalized, and high formal and informal costs were reported, with patients paying for glucose meters, test strips, and needles. Physicians were also overburdened, with little time available to spend with patients. No evidence was found of regular counseling on dietary or psychological needs. Barriers to continuous healthcare were geographical (urban or rural region) and/or financial. Patients reported "relying on themselves" rather than their physicians. Some patients sought alternative treatments because of a lack of success of therapies (Kühlbrandt et al., 2014) . Children and grandchildren also played a dominant role in the comments of interviewed participants in some studies. A major concern for study participants was being active in any form. Important sources of support were participants' families, Jewish and Christian communities, and municipalities (Brua, Johnson, 2011; Purath et al., 2011; Simolka, 2011) . After moving to Germany, the majority of repatriates lived in multi-person households. The number of family members per household was significantly higher than in the average German population (Wittig et al., 2003) , (Worbs et al., 2013) . In addition, family members of ethnic German repatriates tended to live nearby, even years after immigrating (Wittig et al., 2003) . 
Recommendations for diabetes mellitus counseling
The selected studies suggest that conversations should always be conducted in Russian. Ideally, the supervising therapist should be fluent in Russian.
Counseling provided by Russian-born therapists is reported to constitute a key element of therapeutic access (Shultz et al., 2009) , and if this is not possible, interpreters with medical knowledge are required. A "good doctor" was characterized by a high level of professional competence and understanding of the perceptions of their patients in terms of the complexity of health treatments, and their living conditions (Simolka, 2011) . Immigrants were also reported to regard the unfamiliar healthcare system as confusing (Mayer, Becker, 2011; Simolka, 2011; Van Son, Gileff, 2013) . Therefore, an explanation of the German health and welfare system was a favored topic for possible training programs (Simolka, 2011) . Some studies highlighted a marked lack of medical knowledge among Russian-speaking immigrants (Barko et al., 2011; Brua, Johnson, 2011) . Repetition of explanations about medical background was indispensable in therapy compliance (Van Son, Gileff, 2013) . However, this depended on the immigrants' current level of education and socioeconomic status. Other studies described low adherence to prescribed medications in Russian-speaking participants (Barko et al., 2011; Brua, Johnson, 2011) . They tended to change the frequency of intake, quantity, and strength of medications, according to availability, their own conceptions of the efficacy of therapies. Therefore, interactions between medications and the role of medication management should be repeatedly emphasized (Barko et al., 2011; Brua, Johnson, 2011; Simolka, 2011) . Many studies noted that some alternative medicines had been prescribed by doctors (homeopathy and natural therapies) in the former Soviet Union (Barko et al., 2011; Ben-Arye et al., 2011; Brua, Johnson, 2011; Simolka, 2011; Van Son, 2007; Van Son, Stasyuk, 2014) . Participants in these studies labeled the use of these remedies as "just healthier-gathering, growing, giving" (Van Son, 2007) . This suggests that healthcare providers require some degree of knowledge about herbal medicines traditionally used by Russian-speaking immigrants. Barko et al. (2011) recommended that doctors be non-judgmental with respect to these alternative therapy methods, and include them in their patient counseling, as patients may therefore be more willing to discuss other therapies. Van Son et al. (Van Son, Stasyuk, 2014) noted the importance of brief, literature-based information about commonly-used complementary medicine, herbal foods, and remedies. They described popular beliefs in Slavic communities regarding complementary medicine, along with potential negative outcomes and dangers.
Other studies insisted that physical activity should be seen as part of daily life. Participants in these studies reportedly expected benefits such as maintenance of health and physical independence (Purath et al., 2011) . However, another study emphasized that repatriates defined "health" as "being able to work" (Aronson, 2011b) . This definition differs from the definition of the World Health Organization (World Health Organization, 2014) , and has other consequences. The stress of immigration was seen as a trigger for diabetes mellitus (Simolka, 2011) . Jewish study participants were in need of the activation of internal resources regarding the normalization of blood glucose levels, psychological support, and stability (Simolka, 2011) . The selected studies noted that consultations should take place in environments acceptable to immigrants, such as the usual meeting places of Russian-speaking immigrants. Such environments represent a protected area of shared social and communicative rules, in the cultural context of the affected people (Kofahl, Hollmann, Möller-Bock, 2009 ). The cultural beliefs and behaviors of Russianspeaking immigrants may influence their ability to make changes in daily physical activities or adopt a healthy diet when they are affected by diabetes mellitus type 2. Van Son (2014) described a project in which culturally targeted educational diabetes documents were developed, designed, and piloted. Such materials may help healthcare providers in counseling older Russian-speaking people regarding diabetes self-management behaviors. Although Ben-Arye et al. (2011) did not focus on diabetes, they described an association between selfreported religiosity and the use of complementary medicine (e.g., alternative medicine, traditional Chinese medicine, massage).
Discussion
It is difficult to represent the complex diversity of nationalities of immigrants from the former Soviet Union. The authors of most of the selected studies did not describe their participants' relationship to their living environment, socialization, education, ethnic backgrounds, and reasons for immigration. However, Aronson did give an important hint. She discussed the social context of immigrants from the former Soviet Union in terms of health beliefs, help-seeking, and perceptions of health and nutrition (Aronson, 2011a (Aronson, , 2011b ). In their model of social inequality of health, Richter and Hurrelmann (2007) described the impact of socioeconomic status and education level on psycho-social factors, behavior, and health. Other studies reported that Jewish immigrants mainly came from urban areas, were well qualified, and showed a high degree of assimilation in both the former Soviet Union and Germany (Aronson, 2011b; Kessler, 2003; Simolka, 2011) . These immigrants equated an unhealthy lifestyle with an "uncultured" lifestyle, and associated healthy nutrition with "rich Germans" because of their high socioeconomic status. They indicated that they would like to adopt this diet, and deliberately distanced themselves from the lifestyle of their country of origin (Aronson, 2011b) . The lives of German immigrants from the former Soviet Union were characterized by the experience of destitution in extreme situations, restrictive political curtailment of educational opportunities, and stigmatization because of their Christian faith. Survival was only possible through solidarity within the family. Producing everything themselves (growing, harvesting, and cooking using traditional family recipes) required the active involvement of all family members, and relied on their continuing good health, and eating together as a family (Aronson, 2011b) . This was referred to as the "we as a family" identity by Schnepp (2002) . Knowledge of health, disease, and healthy nutrition was considered "women's knowledge" (Wittig, Merbach, 2004; Aronson, 2011b) . However, this was also due to a lack of medical care in the rural areas where Russian Germans lived. Repatriates showed a more highly internalized locus of control compared with native Germans (Kirkcaldy et al., 2007) . They felt confident about the influence of personal factors (social learning theory based on Rotter) (Rotter, 1966) , and assumed responsibility for their health (Kirkcaldy et al., 2007) . Their powerful social networks, improved quality of life, and the better healthcare available in Germany might explain the lower mortality rate (including suicide) of repatriates compared with the original populations of former Soviet Union countries (Kyobutungi et al., 2006) . The influence of the extended family on repatriates' feeling of being at home in Germany should not be underestimated (Wittig et al., 2003; Wittig, Merbach, 2004) . This "lay healthcare system" (family and friends) is an additional resource. Jewish immigrants also considered family ties to be one of their most important motivators (Brod et al., 1992; Borovoy, Hine, 2008; Simolka, 2011) .
Jewish communities offer extensive social networks, with professional social workers, and a wellstructured system of lay volunteers. These resources were also available for their Russian-speaking family members, and can be used for counseling on disease management for diabetes mellitus.
In the successor states of the former Soviet Union, patient experiences included the significant financial burden of the cost of diabetes treatment. The problems of the healthcare system in the country of origin are manifold, and include issues related to infrastructure, education, healthcare professionals, social-cultural factors, economic factors, and political factors (Weinhold, Gurtner, 2014) . To ensure people receive high-quality care, concerted effort is required. However, this may only be possible in urban regions, in private clinics, and by out-of-pocket payments (Kühlbrandt et al., 2012) . For successful counseling, Mayer and Becker recommended sufficient time (patience), openness, understanding, and possession of background knowledge by the therapist (Mayer, Becker, 2011) . Healthcare professionals require specific training in cultural competence and communication for both Russian-speaking immigrants and Russian Germans. The aim of their article is a short description of historical reasons for and effects of immigration from the former Soviet Union. They sought to clarify healthcare professionals' understanding of the situations of Russian-speaking immigrants (Becker et al., 2016) .
Conclusion
The culturally-specific differences in Russianspeaking immigrants and Russian Germans from the former Soviet Union, as well as their background characteristics, may be relevant in the management of chronic diseases. In addition, the complex heterogeneity of the groups of immigrants from the former Soviet Union is difficult to describe. In the present literature review, few general references to the subjective experience of illness, and personal resources of Russian-speaking immigrants and Russian Germans were found. Further research is required to inform useful counseling strategies for Russian-speaking immigrants and Russian Germans affected by diabetes mellitus. Zielke-Nadkarni (2006) speaks of the "internal logic of subjective world pictures", which should be individually interpreted and used in counseling with immigrants. Understanding this mindset may also open up new approaches to helpful advice and resources. Leventhal, Diefenbach and Leventhal (1992) and Kleinman and Benson (2006) described cultural competencies for healthcare providers that are necessary for the counseling of immigrants in general. Leventhal Diefenbach and Leventhal (1992) (presented a model and targets for coping, with better adherence to medical therapies, focusing on a reduction of symptoms, and expectancy of change with time. Kleinman and Benson (2006) described eight easy steps and questions to use in alteringimmigrants' perception of therapies in an explanatory model. The present article invites further discussion on the theme of counseling Russian-speaking immigrants and repatriates affected by diabetes mellitus. The authors are interested in the knowledge to be gained from such discussions, and hope to stimulate this debate.
Limitation of the study
Only publications in English and German were incorporated into this review.
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